Cytomegalic inclusion-body disease is not uncommon in neonates and young children but has only occasionally been diagnosed in adults. The infection in children is usually restricted to the salivary glands, but may become generalized and lead to hepatosplenomegaly, thrombocytopenia, and jaundice, and, in those who survive, to microcephaly and mental retardation. In the adult the generalized disease has been reported principally as a terminal event in various debilitating conditions (Wong and Warner, 1962) .
Recently, however, it has been suggested that an illness resembling infectious mononucleosis (Klemola and Kiriainen, 1965) , and also three cases of hepatitis (Lamb and Stern, 1966; Toghill et al., 1967) , all occurring in adults, may have been due to cytomegalovirus. In addition Zuelzer et al. (1966) The direct Coombs test, which on 6 October had been positive in antihuman globulin diluted to 1 in 32, had by 12 October become negative at all dilutions between 1 in 1 and 1 in 1,024. The haemoglobin level was maintained, but about two weeks after splenectomy the patient developed pyrexia, a cough, and respiratory distress, A purulent bronchitis was treated at first with ampicillin and cloxacillin, with improvement, and later, on deterioration, with gentamicin, benzylpenicillin, and cephaloridine. On 28
October the blood Po2 fell to 28 mmn. Hg, the PCO2 was 48 mm. Hg, the tidal volume was 800 ml., and the minute-volume was 11 litres. Artificial ventilation was administered after a tracheostomy, but the patient died on the following day, 2 November.
Post-mortem Findings.-The right lung weighed 1,880 g. and the left 1,650 g.; both showed very severe oedema in all lobes, producing a picture of partial consolidation with a partly reddish grey, partly pinkish grey cut surface. Microscopical examination confirmed that very extensive oedema and patches of acute inflammatory infiltrate with numerous hyaline membranes were present in sections of all lobes. In sections from one lobe fungal hyphae which had the appearance of C. albicans were seen, but a much more widely disseminated pathogen was the virus of cytomegalic inclusion-body disease. Inclusion bodies were found in all the sections of the lungs that were examined, and "owl's eye" nuclei, typical of cytomegalic inclusion-body disease, were identified (Symmers, 1960) . They were mainly intranuclear, but a few were in the cytoplasm. The intranuclear inclusion bodies were amphophilic and were found in cells of the alveolar walls but not in bronchial mucous glands. Similar inclusion bodies were found in the stomach adjacent to an area of ulceration about 2 cm. in diameter, and here they were present in vascular endothelium (Fig. 2) .
Small numbers of inclusion bodies were seen in the adrenals, which showed haemorrhage and congestion but no necrosis. A small number were present in the anterior pituitary. The liver weighed 2,600 g. and was fatty, with iron pigment present in Kupffer and parenchymal cells. The marrow of the femur was fatty throughout almost all of its extent and that of the vertebrae was hypoplastic. 
COMMENT
The aetiology of autoimmune haemolytic anaemia is still obscure in many cases, but viral infections are well known to be associated with this type of anaemia and especially with the production of cold antibodies (Dacie, 1962) . In the case of cytomegalic inclusion-body disease, Zuelzer et al. (1966) have suggested that the presence of viraemia or non-infective viral products in the circulation may be the true cause of the haemolytic process and that the immune phenomena may only be a secondary contributory factor. They describe an association between episodes of lymphadenitis, due to cytomegalovirus, and periods of haemolysis in 22 children with acquired haemolytic anaemia. The children ranged in age from birth to 12 years, and in 18 of them direct antiglobulin tests were positive.
Marked lymphadenopathy was never observed in the present patient and cytomegalovirus was found only after death. The possible correlation between viral activity and the attacks of haemolysis was therefore not investigated. In two adult cases of hepatitis due to cytomegalovirus, Toghill et al. (1967) observed episodes of haemolysis, one severe enough to require blood transfusion, but not associated with autoantibodies. In addition, Becker and Eddy (1964) have reported a case in which cytomegalic inclusion-body disease and a poorly differentiated lymphoma were found at the post-mortem examination of a 15-year-old boy with acquired haemolytic anaemia.
The association of cytomegalovirus and haemolytic anaemia in the present patient may, however, have been accidental. Like the C. albicans, the virus may have been active only in the terminal stages. It may not have been transmitted to the patient until late in his illness, in the fresh blood used for transfusion on 15 September. This mode of transmission has been suggested for the virus in similar cases (Kariainen et al., 1966) . On the other hand the cytomegalovirus, like other herpes viruses, is thought to be able to survive latent in the tissues for a considerable time, and latent virus may have been activated by the splenectomy or by the large doses of steroids, A.C.T.H., or antibiotics.
It remains possible that cytomegalovirus may have caused all the attacks of haemolysis in the present patient and cytomegalic inclusion-body disease may be added to the list of infections recognized as causing haemolytic anaemia in the adult. The significance of finding a red cell autoantibody in this disease is debatable. The haemolytic process might be attributed to the presence of this antibody, as has been suggested in the case of the autoimmune haemolytic anaemia complicating other virus infections. Nevertheless, the suggestion made by Zuelzer et al. (1966) that the antibody is only a secondary contributory factor in the process deserves further consideration.
